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V. Determination of FS/NF-B Rates for State-Owned Facilities, Newly Certified 

Providers or Changes of Ownership 

 

A. State-owned and operated FS/NF-Bs will receive a prospective payment rate 

based on the peer-group weighted average Medi-Cal reimbursement rate. 

 

B. New FS/NF-Bs with no cost history in a newly constructed facility, in a location 

not previously licensed as a FS/NF-B, or an existing facility newly certified to 

participate in the Medi-Cal program will receive a reimbursement rate based on 

the peer-group weighted average Medi-Cal reimbursement rate.  The Department 

will calculate the facility-specific rate when a minimum of six months (12 months 

for subacute care units) of Medi-Cal cost data has been audited.  The Department 

will calculate the rate prospectively and it will be effective on August 1 of each 

rate year. 

 

C. FS/NF-Bs that have a change of ownership or changes of the licensed operator 

where the previous provider participated in the Medi-Cal program, the new owner 

or operator will continue to receive the reimbursement rate of the previous 

provider.  The Department will calculate the facility-specific rate when a 

minimum of six months (12 months for subacute care units) of Medi-Cal cost data 

has been audited.  The Department will calculate the rate prospectively and it will 

be effective on August 1 of each rate year. 

 

D. 1. FS/NF-Bs decertified for less than six months and upon recertification will 

continue to receive the reimbursement rate in effect prior to decertification.  The 

Department will calculate the facility-specific rate when a minimum of six 

months (12 months for subacute care units) of Medi-Cal cost data has been 

audited.  The Department will calculate the rate prospectively and it will be 

effective on August 1 of each rate year. 

 

2. FS/NF-Bs decertified for six months or longer and upon recertification will 

receive a reimbursement rate based on the peer-group weighted average Medi-Cal 

reimbursement rate.  The Department will calculate the facility-specific rate when 

a minimum of six months (12 months for subacute care units) of Medi-Cal cost 

data has been audited.  The Department will calculate the rate prospectively and it 

will be effective on August 1 of each rate year. 
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